[image: ][image: ]      [image: ]                          Summit Carolinas Consulting                      [image: ]
                                             2945 Derita Ave. Charlotte, NC 28269, 704-605-6286
        Referral Form
	
Date of Referral:
	

	
Person Completing Form:
	

	
MCO/Insurance Company Assigned:
	

	
Member’s Name:
	

	
DOB:
	

	
Gender:
	

	
Member’s Cell #:
	

	
Legal Guardian’s Name:
	

	
Guardian’s Contact #:
	

	
Member’s Email/Guardian’s Email:
	

	
Member’s Address:
	

	
Type of Insurance: (Private, Medicaid, Self-Pay)
	

	
Medicaid #/ Policy Number:
	

	
Income: ( SSI, SSDI) other:
	

	
Requested Service(s): OPT, PS, 1915i Services, Day Support, IIH, Residential, etc
	

	
Reason for Referral:
	







	Currently Receiving Services:
___ Yes   ____ No

Service(s)Provided: ____________________________

	Provider Agency Name and Number:



Please submit completed forms via email to: info@summitcarolinasconsulting.com
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